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Abstract
Background: The suicide rate in Bali has significantly increased in recent years. However, to date,
there have been no case-control studies investigating risk factors for suicide.
Methods: A psychological autopsy study was conducted comparing 60 suicide cases and 120 living
controls matched in age, sex, and area of residence.
Results: Multiple logistic regression analysis identified the following risk factors for suicide: at least
one diagnosis of axis-I mental disorder (OR: 14.84 CI: 6.12 - 35.94); low level of religious
involvement (OR: 7.24 CI: 2.28 - 22.95); and severe interpersonal problems (OR: 3.86 CI: 1.36 -
11.01). Forty-eight (80.0%) of the suicide cases were diagnosed with mental disorders; however,
only 16.7% visited a primary care health professional and none received psychiatric treatment
during the 1 month prior to death.
Conclusion: Clinical, religious, and psychosocial factors were associated with suicide. These
results highlight the significance of early recognition and treatment of mental disorders, religious
activities, and interpersonal problem-solving strategies for suicide prevention in Bali.
Background
Suicide is one of the major causes of death worldwide [1].
In Bali, Suryani et al. [2] demonstrated that the suicide
rate in the period following the 2002 Bali bombings was
8.10 for males and 3.68 for females per 100,000 popula-
tion. Following the bombings, suicide rates increased
nearly four-fold in males and three-fold in females [2].
Although the suicide rate is lower than the world average,
these results suggest that suicide should be recognized as
a major health problem in Bali. Given that this figure is
probably underestimated due to underreporting of sui-
cides, the actual impact of suicide on mortality in Bali is
most likely much higher. Furthermore, as the Balinese
Hindu religion considers suicide to be an offense against
the gods that leads to punishment in the next life [3], sui-
cide is a major social concern in Bali.
To our knowledge, no study has been conducted in Bali
examining risk factors for suicide. Although studies from
other Asian countries have demonstrated that risk factors
for suicide are similar to those in western countries [4-12],
culturally or socially unique findings are also noted in
each study. For instance, Phillips et al. [6] showed that the
presence of a psychiatric disorder was not a significant
predictor of suicide in the final regression model in
China, although a substantial amount of published work
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from western countries has reported a link between psy-
chiatric disorders and suicidal behaviors. Moreover, Chen
et al. [9] demonstrated that socio-economic adversities
such as unemployment and debt have played an impor-
tant role in suicide in Hong Kong during the recent eco-
nomic recession. Therefore, in order to establish a
culturally appropriate suicide prevention program, it is
essential to investigate the risk factors of suicide particular
to each region. The psychological autopsy method, which
is based on interviews with informants close to the
deceased, is currently the most direct technique to exam-
ine the relationship between specific factors and suicide
[13].
The aim of the present study is to examine socio-demo-
graphic, clinical, and psychosocial correlates for suicide in
Bali using a case-control psychological autopsy approach.
This is the first study to investigate risk factors for suicide
in Bali.
Methods
Study Area
Bali, located in Southeast Asia, is one of more than 15,000
islands that make up Indonesia. It is famous as a tourist
resort and for its unique Hindu-based culture. In 2006,
Bali's population was 3,263,296, and the island is almost
entirely ethnically and culturally homogeneous. Industry
is now in its developing stages on the island. An extended
family system is common in Bali, and the basic unit of
society is a community referred to as a banjar, consisting
of up to several hundred households. Most Balinese con-
sider the religious and social activities of the banjar to be
essential parts of their lives.
Participants
Sixty-four consecutive suicide cases were extracted from
case records for a 4-month period in 2007 from all 53
police districts in Bali. The exact months of death were
concealed to protect the identity of each case. The first
author (T.K.) collected information regarding the circum-
stances of death from police, community leaders, doctors,
and victims' families. After thoroughly reviewing all rele-
vant information, the research team determined the cause
of death to be suicide in all cases. Of the 64 extracted sui-
cide cases, the families of 60 individuals (93.8%) partici-
pated in the study. The families of two cases refused to be
interviewed. The remaining two families consented to par-
ticipate in the study; however, they were unable to com-
plete their interviews due to serious emotional distress.
These two families were advised to seek appropriate psy-
chiatric help immediately.
For each of the 60 suicide cases, two age- and sex-matched
living controls were randomly recruited in the same vil-
lage. The families of all the controls agreed to participate
in the study.
The study was approved by the Ethics Committee of the
Indonesian Institute of Science, and all participants gave
written informed consent to participate.
Psychological autopsy interview
For each of the suicide cases and controls, two family
members who were most familiar with the individual
were chosen as the key informants. Although some sub-
jects lived alone, many relatives lived in the same com-
pound or neighborhood, as an extended family system is
common in Bali. The first author (T.K.) conducted face-to-
face interviews with all key informants (for both suicide
cases and controls) in their homes. Psychological autopsy
interviews (for informants of suicide cases) and interviews
with informants of controls consisted of the same ques-
tions; however, the index date for controls was the date of
interview, while it was the date of death for suicide cases.
For the informants of suicide cases, the interview was per-
formed between 3 and 12 months (mean 7.3 months; SD
2.82) after the victim's death. Each interview took approx-
imately 2 - 3 hours for families of suicide victims and 1 -
1.5 hours for families of controls.
Measures
Socio-demographic data
The following data were collected: number of family
members, marital status, history of divorce, educational
status, history of migration, and work status. While many
relatives live in the same compound or neighborhood in
Bali, only the number of family members living under the
same roof was counted in this study.
Negative life events
Negative life events that occurred in the 1 year prior to
death were assessed using a checklist based on The List of
Threatening Experiences [14]. Negative life events were
classified into the following eight categories: severe inter-
personal problems, severe work-related problems, serious
physical illness, severe school-related problems, severe
financial problems, serious illness of a family member,
death of a close friend or family member, and severe prob-
lems with the police. The duration and impact of each
negative life event on each individual were recorded.
Mental health factors
A structured clinical interview for DSM-IV Axis I disorders
(SCID-I) [15] was used to establish the best-estimate cur-
rent DSM-IV diagnosis over the 1 month prior to death
[16]. In this study, axis-I diagnosis included major depres-
sive episode, schizophrenia and other psychotic disorders,
substance-related disorders, anxiety disorders, and adjust-
ment disorders. SCID has been translated and back-trans-BMC Public Health 2009, 9:327 http://www.biomedcentral.com/1471-2458/9/327
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lated and has proved to be a reliable screening instrument
for individuals with schizophrenia in Bali [17]. In this
study, for the purpose of accurate diagnosis of depression,
we added culturally sensitive terms (e.g., "ngekoh", a fre-
quently used word that means having low energy, no voli-
tion, or no will to communicate) to SCID. A similar
technique was also employed in a psychological autopsy
study in China, as the direct translation of depression is
not frequently used in everyday Chinese [6,18]. In addi-
tion to psychiatric diagnosis, help-seeking behaviors for
psychological problems both over the 1 month prior to
death and throughout the individual's lifetime (i.e., seek-
ing psychiatric treatment from mental health profession-
als, primary health care professionals, or traditional
healers) and history of prescriptions for psychiatric medi-
cation were also recorded. Medical records were examined
to obtain accurate information regarding diagnosis and
treatment history whenever available.
Psychosocial factors
The following data were collected: previous suicide
attempts, family history of suicide, religious activities, and
social support.
Religious activities were investigated as follows. Each vil-
lage in Bali has three temples, and temple anniversary rit-
uals are conducted three times every Balinese calendar
year (210 days), each lasting for several days. Participation
in these rituals--some of the most important ceremonies
conducted in Bali--was used as a standard to gauge indi-
viduals' level of religious activity. Individuals who had
not participated in any anniversary rituals during the 1
Balinese calendar year prior to death were considered to
have a low level of religious activity.
Social support was examined using two modified sub-
scales of the Duke Social Support Index [19]. For the
assessment of subjects' size of social network, informants
were asked whether the subjects had more than two non-
family members in the area (within 1 hour) on whom
they could depend or with whom they were very close. For
the evaluation of subjects' frequency of social contact,
informants were asked whether the subjects spent a signif-
icant amount of time with someone who did not live with
them more than two times a week, on average, in the 1
month prior to death.
Coding procedure
Two raters (R.R. and I.T), who were blind to the case-con-
trol status, made a psychiatric diagnosis of each subject
independently based on the SCID-I interviews. Subjects'
negative life events, mental health factors, and psychoso-
cial factors were then coded. After the two raters' psychiat-
ric diagnosis and coding was completed, the first author
and the two raters held a consensus meeting to reach a
final decision on each item for all subjects, focusing in
particular on the items for which the two raters' diagnosis
or coding did not coincide and any vague information
found in the case records.
Statistical analysis
Statistical analysis was conducted using SPSS software ver-
sion 11.5 (SPSS Inc, Chicago, IL, USA). Data were ana-
lyzed in a case-control design. First, binary logistic
regression analysis was performed to examine the individ-
ual effect of each factor on suicide. Odds ratios and their
95% confidence intervals were calculated. Significant var-
iables were then entered into a multivariate logistic regres-
sion model, and a back-forward elimination method was
employed to identify the most stable model.
Results
Description of suicide cases
Of the 60 suicide cases, 38 were males and 22 were
females. Mean age was 41.4 (SD 21.5: range 13 - 87) Age
distribution was as follows: <15, 2; 15 - 24, 17; 25 - 34, 10;
35 - 44, 5; 45 - 54, 8; 55 - 64, 6; 65 - 74, 6; >74, 6. Forty-
one (68.3%) suicide victims died by hanging, 9 (15.0%)
by ingestion of poisons, 4 (6.7%) by jumping from a
height, 3 (5.0%) by drowning, 2 (3.3%) by stabbing, and
1 (1.7%) by burning.
Binary logistic regression analysis
Table 1 compares socio-demographic data, negative life
events, mental health factors, and psychosocial factors
between suicide cases and controls. Only significant vari-
ables are listed. Compared with controls, suicide cases
were more likely to have a history of divorce, have less
education, live alone, and be unemployed.
Suicide cases tended to experience more negative life
events (i.e., severe interpersonal problems, serious physi-
cal illness, and severe financial problems) compared with
controls. Suicide victims experienced interpersonal prob-
lems with spouses (n = 12; 20.0%), a boy/girlfriend (n =
4; 6.7%), parents (n = 3; 5.0%), children (n = 3; 5.0%),
friends (n = 3; 5.0%), and other relatives/persons (n = 8;
13.3%). Seven (26.9%) of 26 suicide cases who experi-
enced severe interpersonal problems had conflicts with
multiple persons.
Suicide cases showed a significantly higher prevalence of
psychiatric disorders; of 60 suicide cases, 48 (80.0%) had
at least one current diagnosis of Axis-I mental disorder.
The most prevalent disorder was major depressive episode
(n = 31; 51.7%), followed by schizophrenia and other
psychotic disorders (n = 9; 15.0%; 6 schizophrenia, 1
schizophreniform disorder, 1 psychotic disorder due to
epilepsy, 1 psychotic disorder due to auditory impair-
ment), substance-related disorders (n = 4; 6.7%; 3 alcoholBMC Public Health 2009, 9:327 http://www.biomedcentral.com/1471-2458/9/327
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abuse and 1 other substance abuse), adjustment disorders
(n = 4; 6.7%), and anxiety disorders (n = 2; 3.3%; social
phobia). Of individuals who were diagnosed with mental
disorders, two had dual diagnoses; namely, mood disor-
der co-morbid with substance-related disorder.
Suicide cases were more likely to receive both psychiatric
treatment and treatment from traditional healers for psy-
chological reasons in the past than controls. Eight
(13.3%) had received psychiatric treatment in their life-
time; however, all had discontinued psychiatric treatment
at the time of death. Of 48 suicide cases with mental dis-
orders, 8 (16.7%) had visited a primary health care profes-
sional during the 1 month prior to death. Including visits
to traditional healers, 12 (25.0%) sought help for their
problems (4 at a medical facility, 4 at a traditional healer,
and 4 at both) during the 1 month prior to death. How-
ever, none of the suicide cases received psychotropic med-
ication.
As for psychosocial factors, suicide cases were more likely
to show a low level of religious activity compared with
controls. Moreover, suicide victims had a smaller social
network and a lower frequency of social contact than con-
trols. Furthermore, suicide cases were more likely than
controls to have a history of previous suicide attempts and
a family history of suicide.
Multivariate logistic regression analysis
Multivariate analysis identified three independent signifi-
cant factors, as shown in Table 2. The presence of at least
one psychiatric diagnosis had the strongest effect, fol-
lowed by low levels of religious involvement and severe
interpersonal problems.
Discussion
In the present study, a wide range of psychosocial and
clinical factors that may be related to suicide in Bali were
examined. This is the first successful psychological
autopsy study in this developing country setting with a
high participation rate for both suicide cases and controls,
face-to-face direct interviews with key informants, and all
informants consisting of close relatives rather than non-
family members such as friends and visiting nurses. The
Table 1: Characteristics of suicide cases and controls
Suicide cases (n = 60)
n (percent)
Controls (n = 120)
n (percent)
Odds ratio
(95% CI)
Socio-demographic data
History of divorce 7 (11.7%) 4 (3.3%) 3.83 (1.08-13.65)*
Low education (≤ 9 years) 49 (81.7%) 75 (62.5%) 2.67 (1.26-5.67)*
Living alone 5 (8.3%) 1 (0.8%) 10.82 (1.23-94.81)*
Unemployed 25 (41.7%) 20 (16.7%) 3.57 (1.77-7.21)***
Negative life events
Severe interpersonal problems 26(43.3%) 10 (8.3%) 8.41 (3.69-19.19)***
Severe financial problems 14 (23.3%) 12 (10.0%) 2.74 (1.18-6.38)*
Serious physical illness 14(23.3%) 10 (8.3%) 3.35 (1.39-8.08)**
Mental health factors
At least one psychiatric diagnosis 48 (80.0%) 18 (15.0%) 22.67 (10.11-50.80)***
Past psychiatric treatment 8 (13.3%) 2 (1.7%) 9.08 (1.86-44.22)**
Past treatment from traditional healer 11 (18.3%) 6 (5.0%) 4.27 (1.49-12.18)**
Psychosocial factors
Low level of religious involvement 27 (45.0%) 6 (5.0%) 15.55 (5.92-40.83)***
Small social network 17 (28.3%) 4 (3.3%) 11.47 (3.65-35.99)***
Low frequency of social contact 13 (21.7%) 10 (8.3%) 3.04 (1.25-7.43)*
Previous suicide attempt 12 (20.0%) 2 (1.7%) 14.75 (3.18-68.40)**
Family history of suicide 10 (16.7%) 3 (2.5%) 7.80 (2.06-29.56)***
*p < 0.05 **p < 0.01 ***p < 0.001
Table 2: Multivariate model of risk factors for suicide comparing suicide cases and controls
Adjusted odds ratio (95% CI)
At least one psychiatric diagnosis 14.84 (6.12 - 35.94)***
Low level of religious involvement 7.24 (2.28 - 22.95)**
Severe interpersonal problems 3.86 (1.36 - 11.01)*
*p < 0.05 **p < 0.01 ***p < 0.001BMC Public Health 2009, 9:327 http://www.biomedcentral.com/1471-2458/9/327
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results indicated that risk factors for suicide include at
least one psychiatric diagnosis, a low level of religious
involvement, and severe interpersonal problems.
Mental disorder was the most influential risk factor for
suicide in Bali. Robins et al. [20] found that 93% of 109
patients brought to a general hospital immediately after a
suicide attempt suffered from psychiatric disorders.
According to a systematic review of psychological autopsy
studies of suicide [13], mental disorder was the most
strongly associated variable of those that had been stud-
ied, and the median proportion of cases of mental disor-
der was 90% (range: 86 - 97%). The results of the present
study are therefore consistent with previous psychological
autopsy studies, although the percentage of mental disor-
ders in this study was slightly lower (80%) than previ-
ously reported. Major depression was the most common
diagnosis (51.7%) among suicide cases with mental disor-
ders. This finding is consistent with those from other psy-
chological autopsy studies [13]. On the other hand,
alcohol abuse, another predominant mental disorder, was
observed in only four suicide cases (6.7%). This finding is
not consistent with most other studies except for one
study from Pakistan [11], an Islamic country where alco-
hol is legally banned. Although alcohol is not prohibited
by Balinese Hinduism, alcoholism is very rare in Bali, as
drinking may cause one to lose his or her sense of geolog-
ical orientation (e.g., the direction of the holy mountain
of Gunung Agung, which represents the positive forces of
universe) [21]. Economic factors or the Balinese people's
aversion to losing control of their emotions may also con-
tribute to the low prevalence of alcoholism in Bali.
A low level of religious involvement was also found to be
a significant risk factor for suicide in Bali. Previous studies
in developed countries revealed that religious participa-
tion decreases the risk of both suicide completion [22,23]
and suicide attempts [24,25]. Possible causes for this
effect include the broader social network and increased
instrumental support provided by frequent religious par-
ticipation [24,26]. In Bali, religious ceremonies integrate
individuals into the society and provide a forum for the
exchange of informational, emotional and tangible social
support among community members. In addition, as
many religions--including Balinese Hinduism--strongly
prohibit suicide, it follows that adherence to these reli-
gious doctrines would make followers less likely to
attempt suicide [24,26]. Therefore, both social support
and religious doctrine appear to contribute to the rela-
tionship between religious activities and suicide. The
results of the present study showed that religion remained
a significant item in the final multiple regression model,
while social support items (i.e., size of social network and
frequency of social contact) did not; however, it is prema-
ture to conclude that religion has a stronger effect on sui-
cide than social support, as the social support items used
in this study were not comprehensive. Further examina-
tion is needed to explore the relationship between reli-
gious involvement and suicide in Bali using more detailed
social support criteria. To our knowledge, this is the first
psychological autopsy study in an Asian developing coun-
try to indicate a significant association between religious
activities and suicide completion.
Severe interpersonal problems were also identified as a
risk factor for suicide in the present study. This finding is
similar to those from Western countries [27-29] and Asian
countries [6,8,10]. Interpersonal problems were more
directly related to suicide than other negative life events,
such as financial problems, in this study. In general, Bal-
inese live in communities with high population densities
where frequent community activities create complicated
interactions among families and community members. In
such a social setting, severe interpersonal problems may
reach a critical point and make an individual more likely
to attempt suicide.
The present study revealed several important implications
for suicide prevention in Bali. The strongest risk factor for
suicide identified in the present study was mental disor-
der--48 (80.0%) suicide cases were diagnosed with mental
disorders. However, only 16.7% of these cases contacted a
primary health care professional, and none had received
any psychiatric treatment during the 1 month prior to
death. This finding is contrary to results from developed
countries, where a majority of suicide cases had visited a
primary care physician during the 1 month before death
[30,31]. In Bali, public education aimed at fostering help-
seeking behaviors in individuals with mental disorders is
essential for suicide prevention. In addition, education
programs for primary care health professionals on the rec-
ognition and management of mental disorders are impor-
tant, and the accessibility and availability of mental
health care in Bali must be improved. However, Chen and
Yip [32] point out that increasing the number of psychiat-
ric professionals may not directly translate into a decrease
in suicide rate, as the suicide rate in Taiwan has increased
three-fold in the past decade despite a 100% increase in
the number of psychiatrists. They argue that a commu-
nity-based method, rather than a psychiatric or clinical
approach, is more relevant and cost-effective in Asian
countries. Although the treatment of mental disorders in
Bali is essential, such community-based prevention strat-
egies also appear to be important. In the present study, a
low level of religious activities and severe interpersonal
relationship problems were also identified as significant
risk factors. For the former, community-based interven-
tion by religious leaders may be beneficial, while for the
latter, consultation with either community leaders or tra-
ditional healers may be effective. For instance, religiousBMC Public Health 2009, 9:327 http://www.biomedcentral.com/1471-2458/9/327
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leaders may be able to inquire about the absence of with-
drawn individuals from religious ceremonies and offer the
individuals or their families a religious solution, and com-
munity leaders could function as mediators of interper-
sonal conflicts within the community. Through those
processes, religious and community leaders may be able
to develop and reinforce social networks to support indi-
viduals at risk of committing suicide.
The present study has several limitations. First, the meth-
odological problems inherent to psychological autopsy
studies should be noted--the interviewer was not blind to
suicide/control status, and the long duration between
time of death and interview may have caused recall bias
on the part of the informants. However, in the present
study, a careful consensus meeting was held for the coding
process of each factor in an attempt to minimize bias. Sec-
ond, the present study's small sample size makes the inter-
pretation of the results rather difficult. Third, data
extracted from police reports may be a major source of
bias due to the underreporting of suicides.
Conclusion
In summary, the present study identified at least one psy-
chiatric diagnosis, a low level of religious involvement,
and severe interpersonal problems as risk factors for sui-
cide in Bali. Both clinical and community-based suicide
prevention strategies are essential. Future studies should
evaluate which aspects of prevention strategies are effec-
tive for establishing the most relevant suicide prevention
program in Bali.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
TK drafted the study design, carried out data collection,
participated in interpretation of the data, performed sta-
tistical analysis, and drafted the manuscript. MK provided
advice on the study design, performed statistical analysis,
and reviewed the manuscript. RR and IT participated in
interpretation of the data and reviewed the manuscript.
All authors read and approved the final manuscript.
Acknowledgements
The authors wish to thank all institutes and participants, especially those 
who lost loved ones to suicide.
References
1. World Health Organization: Suicide prevention (SUPRE).
[http://www.who.int/mental_health/prevention/suicide/supresuici
deprevent/en/].
2. Suryani LK, Page A, Lesmana CBJ, Jennaway M, Basudewa IDG, Taylor
R: Suicide in paradise: aftermath of the Bali bombings.  Psychol
Med 2009, 39:1317-1323.
3. Jensen GD, Suryani LK: The Balinese people. A reinvestigation
of character.  New York: Oxford University Press; 1992. 
4. Vijayakumar L, Rajkumar S: Are risk factors for suicide universal?
A case-control study in India.  Acta Psychiatr Scand 1999,
99:407-411.
5. Cheng AT, Chen TH, Chen CC, Jenkins R: Psychosocial and psy-
chiatric risk factors for suicide. Case-control psychological
autopsy study.  Br J Psychiatry 2000, 177:360-365.
6. Phillips MR, Yang G, Zhang Y, Wang L, Ji H, Zhou M: Risk factors
for suicide in China: a national case-control psychological
autopsy study.  Lancet 2002, 360:1728-1736.
7. Chiu HF, Yip PS, Chi I, Chan S, Tsoh J, Kwan CW, Li SF, Conwell Y,
Caine E: Elderly suicide in Hong Kong - a case controlled psy-
chological autopsy study.  Acta Psychiatr Scand 2004, 109:299-305.
8. Zhang J, Conwell Y, Zhou L, Jiang C: Culture, risk factors and sui-
cide in rural China: a psychological autopsy case control
study.  Acta Psychiatr Scand 2004, 110:430-437.
9. Chen EY, Chan WS, Wong PW, Chan SS, Chan CL, Law YW, Beh PS,
Chan KK, Cheng JW, Liu KY, Yip PS: Suicide in Hong Kong: a
case-control psychological autopsy study.  Psychol Med 2006,
36:815-825.
10. Li XY, Phillips MR, Zhang YP, Xu D, Yang GH: Risk factors for sui-
cide in China's youth: a case-control study.  Psychol Med 2008,
38:397-406.
11. Khan MM, Mahmud S, Karim MS, Zaman M, Prince M: Case-control
study of suicide in Karachi, Pakistan.  Br J Psychiatry 2008,
193:402-405.
12. Wong PW, Chan WS, Chen EY, Chan SS, Law YW, Yip PS: Suicide
among adults aged 30-49: a psychological autopsy study in
Hong Kong.  BMC Public Health 2008, 8:147.
13. Cavanagh JT, Carson AJ, Sharpe M, Lawrie SM: Psychological
autopsy studies of suicide: a systematic review.  Psychol Med
2003, 33:395-405.
14. Brugha T, Bebbington P, Tennant C, Hurry J: The List of Threaten-
ing Experiences: a subset of 12 life event categories with con-
siderable long-term contextual threat.  Psychol Med 1985,
15:189-194.
15. First MB, Spitzer RL, Gibbon M, Williams JBW: Structured Clinical
Interview for DSM-IV Axis I Disorders.  New York: Biometrics
Research Department, Psychiatric Institute; 1996. 
16. American Psychiatric Association: Diagnostic and Statistical
Manual of Mental Disorders, 4th edn (DSM-IV).  Washington,
DC: APA; 1987. 
17. Kurihara T, Kato M, Reverger R, Tirta IGR, Kashima H: Never-
treated patients with schizophrenia in the developing coun-
try of Bali.  Schizophr Res 2005, 79:307-313.
18. Phillips MR, Shen Q, Liu X, Pritzker S, Streiner D, Conner K, Yang G:
Assessing depressive symptoms in persons who die of suicide
in mainland China.  J Affect Dis 2007, 98:73-82.
19. Landerman R, George LK, Campbell T, Blazer DG: Alternative
models of the stress buffering hypothesis.  American Journal of
Community Psychology 1989, 17:625-642.
20. Robins E, Schmidt EH, O'Neal P: Some interrelations of social
factors and clinical diagnosis in attempted suicide: A study of
109 patients.  Am J Psychiatry 1957, 114:221-231.
21. Thong D, Carpenter B, Krippner S: A Psychiatrist in Paradise:
Treating mental illness in Bali.  Bangkok: White Lotus Co; 1992. 
22. Nisbet PA, Duberstein PR, Conwell Y, Seidlitz L: The effect of par-
ticipation in religious activities on suicide versus natural
death in adults 50 and older.  J Nerv Ment Dis 2000, 188:543-546.
23. Duberstein PR, Conwell Y, Conner KR, Eberly S, Evinger JS, Caine
ED: Poor social integration and suicide: fact or artifact? A
case-control study.  Psychol Med 2004, 34:1331-1337.
24. Blackmore ER, Munce S, Weller I, Zagorski B, Stansfeld SA, Stewart
DE, Caine ED, Conwell Y: Psychosocial and clinical correlates of
suicidal acts: results from a national population survey.  Br J
Psychiatry 2008, 192:279-284.
25. Rasic DT, Belic SL, Elias B, Katz LY, Enns M, Sareen J, Swampy Cree
Suicide Prevention Team: Sprituality, religion, and suicidal
behavior in a nationally representative sample.  J Affect Dis
2009, 114:32-40.
26. Ellis JB, Smith PC: Spiritual well-being, social desirability and
reasons for living: Is there a connection?  Int J Soc Psychiatry
1991, 37:57-63.
27. Appleby L, Cooper J, Amos T, Faragher B: Psychological autopsy
study of suicides by people aged under 35.  Br J Psychiatry 1999,
175:168-174.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Public Health 2009, 9:327 http://www.biomedcentral.com/1471-2458/9/327
Page 7 of 7
(page number not for citation purposes)
28. Beautrais A: Suicides and serious suicide attempts: two popu-
lations or one?  Psychol Med 2001, 31:837-845.
29. Harwood DM, Hawton K, Hope T, Harriss L, Jacoby R: Life prob-
lems and physical illness as risk factors for suicide in older
people: a descriptive and case-control study.  Psychol Med 2006,
36:1265-74.
30. Andersen UA, Andersen M, Rosholm JU, Gram LF: Contacts to the
health care system prior to suicide: a comprehensive analy-
sis using registers for general and psychiatric hospital admis-
sions, contacts to general practitioners  and practicing
specialists and drug prescriptions.  Acta Psychiatr Scand 2000,
102:126-134.
31. Luoma JB, Martin CE, Pearson JL: Contact with mental health
and primary care providers before suicide: a review of the
evidence.  Am J Psychiatry 2002, 159:909-916.
32. Chen YY, Yip PS: Rethinking suicide prevention in Asian coun-
tries.  Lancet 2008, 372:1629-1630.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2458/9/327/pre
pub